In common with many other countries Britain is experiencing an epidemic of alcohol dependency,' and doctors seem to be unusually susceptible.2-5 A careful study in Scotland showed that the first-admission rate for alcohol dependence was 2-7 times higher among doctors than controls in social class 1. 2 The death rate of doctors from cirrhosis of the liver is 3-times that of the general population in England and Wales.5 One study has estimated that 13 600-22 000 doctors in the United States are alcohol dependent at some stage in their career. 4 Whatever the exact figures in Britain, the problem is large.
Most studies suggest that alcohol-dependent doctors do badly.4 They present late for treatment and often have to be compelled to accept it. Not only do doctors have difficulty recognising their problem but they are also inclined to prescribe for themselves, and this often leads to concomitant drug addiction.4 ' When in hospital they are difficult to manage and often discharge themselves against medical advice.4 The ultimate prognosis appears to be poor, and suicide is common.5
In North America many programmes have been devised for treating alcohol dependency in doctors, and these are now working. In Britain, in contrast, the machinery for both curtailing and helping the alcohol-dependent doctor is sadly deficient. North Americans talk of the "impaired physician," and already the American Medical Association has held three conferences on the problem of dealing with him. An organisation in Oregon for helping the impaired physician is described by Dr Crawshaw in this issue (p 372). Most of the Canadian states have implemented some kind of treatment scheme. 6 Experience in North America has shown the formidable difficulties encountered in these schemes. 7 Regulatory authorities are often ambivalent whether the impaired doctor is mad or bad. Colleagues, police, patients, nurses, and employers all collude in ignoring the obvious problems of the drinking doctor, wishing to help him, and then are often scared to report him, fearing recrimination. Colleagues wishing to take action are also often ignorant of the methods available. Nevertheless, many of the newer North American schemes now actively seek out impaired doctors, one result being that, whereas in 1971 only 119 doctors in the United States were found unfit to practise, by 1977 the number had risen to 685. 6 The Medical Society of the State of New York has thought carefully about these problems and introduced two parallel systems to help and curtail the impaired doctor. 7 The principles of these systems impressed the Alment Committee of Enquiry into Competence to Practise.8 The non-coercive system keeps no records, produces no reports, has no statutory power, and exists primarily to encourage the alcohol-dependent doctor to recognise his problem and seek help. Under the coercive system the impaired doctor's licence can be suspended if he does not accept "monitored treatment." Doctors in New York believe that the patient should be able to choose his own psychiatrist or doctor; but, to ensure that the public interest is observed, a member of the division of professional conduct monitors the progress of treatment.
In its evidence to the Merrison Inquiry into the Regulation of the Medical Profession the General Medical Council reported that a significant proportion of disciplinary cases in the previous decade had concerned psychiatrically ill doctors, of whom the largest category were those addicted to alcohol or drugs.9 In 1960 the then Ministry of Health had issued advice10 to medical staff committees about setting up an informal machinery-the "three wise men" procedure-"to assist in preventing harm to patients resulting from physical or mental disability, including addiction, of hospital medical or dental staff." NHS general practitioners have had a rather more formal procedure for handling sick GPs, in which local medical committees play a part.'1 But the Merrison Committee was not convinced of the effectiveness of these procedures, strongly criticising the "very uncoordinated" NHS machinery for dealing with the sick doctor. It recommended the introduction of a new scheme-similar, in fact, to that operating in New York State. The proposal was for strengthened local "supportive arrangements" within the NHS to persuade sick doctors to accept treatment, backed up by a central health committee of the GMC with power to suspend or make conditional the doctor's registration. The reconstructed GMC, with this new health committee, is shortly to take office and the present GMC has been consulting with the profession since November 1978 about the workings of the national and local machinery. The outcome should be more effective help for the alcohol-dependent doctor and more protection for his patients.
